We present two patients with a dural arteriovenous fistula (dAVF) of the ophthalmic sheath who developed progressive exophthalmos, conjunctival chemosis, and visual loss. These symptoms mimic those of cavernous sinus dAVFs. Dural AVFs of the ophthalmic sheath are extremely rare and their clinical management is controversial. We successfully treated these two patients by transvenous coil embolization. Transvenous embolization appears to be a safe and effective method to treat dAVFs of the ophthalmic sheath.
INTRODUCTION
Dural arteriovenous fistulas (dAVFs) of the ophthalmic sheath without involvement of the cavernous sinus are extremely rare. To the best of our knowledge, fewer than 20 cases have been reported in the literature. [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] Because of the small number of reported cases, diagnosis is difficult and treatment methods are controversial. 11) We report two cases of dAVFs of the ophthalmic sheath that were treated successfully with transvenous coil embolization and discuss the nature and management of this disease.
CASE REPORTS

Patient 1
A 50-year-old male visited our institute for progressive proptosis, conjunctival chemosis, and worsening of visual acuity during the previous 6 months. artery and meningohypophyseal trunk (MHT). Two feeders of the fistula drained the cavernous sinus via the SOV. There was no fistula between the carotid artery and cavernous sinus (Fig. 2) .
To relieve the patient's progressive visual symptoms we performed endovascular embolization under general anesthesia. We placed a guiding catheter in the left internal jugular vein and advanced the microcatheter via the inferior petrosal sinus (IPS). 8) Because of the tortuous venous structure from the cavernous sinus to the fistula point, access to the fistula point was not easy. Finally, we accessed the fistula point and performed embolization using detachable coils.
Post-procedural angiography revealed that the fistula point was occluded, and feeders to the ophthalmic sheath and MHT were not observed ( Brain MR imaging showed right SOV engorgement.
Cerebral angiography confirmed the presence of a dural AVF of the left ophthalmic sheath with a fine feeder from the ophthalmic artery. The feeder of the fistula drained into the superior and inferior ophthalmic veins (Fig. 4) .
Transvenous embolization was planned under general anesthesia. Because of the acute angle of the venous structure at the cervical, access to the fistula point was not easy via the angular vein. We therefore embolized the dural AV fistula via direct puncture.
The ophthalmologist exposed the SOV. We punctured the SOV and inserted the dilator into the deep portion of the SOV. Finally, we were able to access the fistula point and performed embolization using detachable coils. In post-procedural angiography, the fistula point was occluded and feeders of the ophthalmic sheath were not observed (Fig. 4 ). There were no procedure-related complications.
A few days after the procedure, chemosis and proptosis had decreased. Visual acuity in the right eye 
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